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TRAVEL, 2001-2002. REF D IS THE NAVY MEDICAL DEPARTMENT POCKET 
GUIDE TO MALARIA PREVENTION AND CONTROL REF E IS USCINCPAC FORCE 
HEALTH PROTECTION <FHP) PROGRAM FOR DEPLOYMENTS. REF F IS MEDICAL 
EVENT REPORTS, REF G IS DOD COMBAT STRESS CONTROL (CSC) PROGRAMS. 
REF H THROUGH K PROVIDE IMMUNIZATION GUIDANCE. REF L PROVIDES III 
MEF GUIDANCE ON PERSONAL PROTECTIVE MEASURES AGAINST VECTOR-BORN 
DISEASES. REF M PROVIDES DETAILED GUIDANCE ON NAVAL PREVENTIVE 
MEDICINE SERVICES, BELOW. PARAGRAPH 1 PROVIDES GENERAL FHP 
GUIDANCE. PARAGRAPH « ENVIRON! vL HEA 

PARAGRAPH 3 PROVIDES INFECTIOUS DISEASE RISK ASSESSMENTS. PARAGRAPH 
4 PROVIDES BRIEF MEDICAL CAPABILITIES. PARAGRAPH 5 PROVIDES CONTACT 
INFORMATION.// 
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A. THIS MSG PROVIDES GENERAL GUIDANCE TO ALL ill MEF PERSONNEL 
DEPLOYING TO THE KT IN 2003 BUT ESPECIALLY THOSE DEPLOYING IN 
SUPPORT OF COBRA GOLD 2003. OTHERS PARTICIPATING IN COBRA GOLD 
UNDER HI MET' J TP SHALL FOLLOW THESE GUIDELINES UNLESS (1) CLEARLY 
OVER-RIDDEN BY SERVICE PEC!? iUIDA X f- OR SENIOR SERV E SPEC F!( 
PREVENTIVE MEDICINE GUIDANCE AND (2) DISCUSSED WITH Hi MEF SURGEON 
OR III MEF PREVEN1 < 1 MED CAL PERSONNEL SHALL 
OBTAIN OR DOWNLOAD REFERENCES A THROUGH N PRIOR TO DEPLOYMENT, 

PARTING Ff 1 THE KT TO 0 IE! XERCI OR OPER/ TIC ' 
MUST COMPLY WITH THE FHP GUIDANCE FOR THAT EXERCISE OR OPERATION AS 
WELL AS THE GUIDANCE FOR KT. 

B. FORCE HEALTH PROTECTION (FHP) RECOMMENDATIONS. THESE GUIDELINES 
ARE PRIMARILY EXCERPTS AND CLARIFICATIONS FROM THOSE DEVELOPED BY 
THE JOINT PREVENTIVE MEDICINE POLICY GROUP AS NOTED IN REF A THEY 
ARE DESIGNED TO PROTECT UNITS AND PERSONNEL FROM DISEASE AND 
NON-BATTLE INJURY. LINE COMMANDERS ARE RESPONSIBLE FOR IMPLEMENTING 
AN EFFECTIVE FHP PROGRAM. MEDICAL COMMANDERS ARE RESPONSIBLE FOR 
IDENTIFYING HEALTH THREATS ANO APPROPRIATE COUNTERMEASURES FOR 
OPERATION OR EXERCISE SPECIFIC FHP GUIDANCE, REFER TO COBRA GOLD 
2003 ANNEX Q OUSDANf AND DiF C VT ISSUED BY THE COMBATANT/JOINT 
STAFF COMMANDER. 

C. MAJOR INFECTIOUS DISEASE COUNTERMEASURES FOCUS 

(1) AFMIC ASSESSMENT THE KT IS A HIGH-RISK COUNTRY FOR INFECTIOUS 
DISEASES. WITHOUT FHP MEASURES, MISSION 6PFEC HVENESS WILL BE 
JEOPARDIZED. THE MAJOR TRANSMISSION CATEGORIES FOR WHICH 
COUNTERMEASURES ARE INDICATED INCLUDE: 

(A) FOOD/WATERBORNE DISEASES: DIARRHEA. HEPATITIS, TYPHOID FEVER AND 
OTHERS. 

(B) VECTOR-BORNE DISEASES: MALARIA {INCLUDING RELAPSING FORMS). 
DENGUE FEVER, JAPANESE ENCEPHALITIS, CHIKUNGUNYA FEVER AND MITE 
BORNE TYPHUS. 

CO) SEXUALLY TRANSMITTED DISEASES HIV. HEPATITIS 8. CHLAMYDIA. 

GONORRHEA. AND MANY OTHERS, 

(D) ANIMAL-CONTACT DISEASES: RABIES. 

(£} WATER-CONTACT DISEASES: LEPTOSPIROSIS. 

D. FHP PRIORITIES BEFORE DEPLOYMENT, INVOLVE PREVENTIVE MEDICINE 
(PM) PERSONNEL IN PRE-DEPLGYMENT PLANNING. IAW REPS A AND E. CONDUCT 
PRE-DEPLOYMENT HEALTH SCREENING USING FORM DD-279S AND ADULT 
PREVENTATIVE AND CHRONIC CARE FLOWSHEET FORM DD-2788 FOUND 
RESPECTIVELY AT 

AMSA.ARMY, MILTSEPLOY_SURWDD2795_PRE_DEPLOY.PDF AND 
WWW.NEHC.MED.NAVY.MIL/DOWNLOADS/HP/2768FRM.PDF. 
(1) PERFORM SCREENING/TESTING. ENSURE DNA AND G-6-PD SCREENS ARE 
DOCUMENTED IN PATIENT OUTPATIENT RECORD. ENSURE NEGATIVE H!V AND 
APPROPRIATELY MANAGED PPD HAVE BEEN OBTAINED IN THE YEAR PRIOR TO 

^ S DENTAL 

CLASS I OR II. ENSURE MEMBERS HAVE NO KNOWN MEDICAL CONDITIONS FOR 
WHICH CARE IS UNAVAILABLE DURING EXERCISE OR FOR WHICH MEDEVAC IS 
LIKELY IN THE EVENT OF CONDITION EXACERBATION. EXAMPLES INCLUDE P-4 
PROFILE, LIMITED DUTY, PREGNANCY, AND ALT R 1 * EALTH 
2 Ni I R qS ARE REQUIRED 

FOR II! MEF FORCES IN THE KT. NON-U! MEF FORCES SHOULD REFER TO 
PARENT SERVICE GUIDANCE FOR DEFINITIVE IMMUNIZATION GUIDANCE. 
(A) HEPATITIS A VACCINE. A TWO-SHOT SERIES, THE FIRST GIVEN AT 
I s OR HE SECONI IN i AT 

LEAST PR LAR" I REQ Rf 1 EFLOY. 
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(8) HEPATITIS 8 VACCINE, A THREE-SHOT SERIES FOR MEDICAL PERSONNEL 
AND THOSE AT RISK OF BLOOD/BODILY FLUID EXPOSURE. HEPATITIS S 
VACCINA I ON 18 A REQUIRED TREATMENT FOR THOSE WITH A STO DIAGNOSIS. 
OFFER VACCINE FOR ALL EVALUATIONS AND THOSE WHO'S LIFESTYLES PRESENT 

SK. IN HON f FOR PROV05 \R KHD 

FIRE/EMERGENCY RESPONSE PERSONNEL. 
(C) INFLUENZA VACCINE, CURRENT VACCINE ADM .ISTERED, 
(D; JAPANESE ENCEPHALITIS VACCINE, THREE-SHOT SERIES COMPLETE, 
1 v 1 } i fc , t TURN TO RISK AREA 

(E) MEASLES VACCINE. A SINGLE DOSE OF MEASLES VACCINE AS AN ADULT 
(MMR. MR. OR MEASLES ONLY), 

<F) POUO (ORAL OR INJECTABLE) VACCINE. THREE DOSE PRIMARY SERIES 
PLUS ONE ADDITIONAL C N AO U 1.1 

(G) TETANUS DI! I RIA TOXOID. THREE DOSE PRIMARY SERIES. BOOSTER 
DOSES REQUIRED EVERY 10 YEARS. 

(H) TYPHOID VACCINE MODIFIED ACELLULAR PARENTERAL. TYPHOID 
VACCINE (V1CPS) PRO VIC - OR 2 YEARS. 

(!) ANTHRAX VACCINATION, LIKELY NOT REQUIRED. REVIEW REF J 

MARADMiN 502/02 OR MORE RECENT GUIDANCE TO DETERMINE NEED. 

(J) SMALLPOX VACCINATION. LIKELY NOT > HJIR D Rt IEWREFK 

MARADM1 '. &/03 *R MORE RECENT GUIDANCE TO DETERMINE NEED. 

{3} ENSURE DOCUMENTATION OF ALL PRE-DEPLOYM E NT MEDICAL PREPARATIONS 

ON OD FORM 2766 (ADU T I ^ XT v F AND CHRONIC CARE FLOWSHEET) AND DD 

FORM 2795 (PRE-DEPLOYMENT HEALTH ASSESSMENT). 

{4} DETERMINE IF MALARIA CHEMOPROPHYLAXIS IS REQUIRED. THE DECISION 
TO PRESCRIBE MALARIA CHEMOPROPHYLAXIS SHOULD BE MADE BASED ON 
DIRECTIVES FROM THE COMBATANT COMMAND OR OTHER COMMAND AUTHORITY., AS 
WELL AS THE SPECIFIC CHARACTERISTICS OF THE DEPLOYMENT, INCLUDING 
THE DURATION OF EXPOSURE, ANTICIPATED EXPOSURE TO MOSQUITOES, TYPE 
OF ACTIVITIES, AND OTHER FACTORS THE CHOICE OF CHEMOPROPHYLACTiC 
MEDICATION SHOULD BE BASED ON CLINICAL JUDGMENT AND RELEVANT 
OFFICIAL GUIDANCE. AT RISK INDIVIDUALS IN NEED OF CHEMOPROPHYLAXIS 
FOR THIS MESSAGE ARE THOSE PERSONNEL IN RURAL FIELD SETTINGS NEAR 
BORDER REGIONS OF THE KT (BURMA. LAOS, CHANTHA8UR! REGION NEAR 
CAMBODIA, AND PENINSULAR THAILAND). THESE REGIONS ARE REPORTED BY 
THE WORLD HEALTH ORGANIZATION (WHO) TO HAVE ANNUAL MALARIA INCIDENCE 
OF AT LEAST 5-20 PER THOUSAND, A LARGE PORTION OF THE KT MALARIA 
BURDEN IS RELATED TO FORESTED BORDER REGIONS OF BURMA AND CAMBODIA. 
MULTI-DRUG RESISTANCE IS FOCUSED IN THESE REGIONS AS WELL. PERSONNEL 
BILLETED IN SCREENED FIXED URBAN SETTINGS OR IN AREAS NOT KNOWN TO 
HAVE MALARIA OR, IF PRESENT. REPORTED BY THE WHO AT LESS THAN 2 PER 
THOUSAND ANNUAL INCIDENCE (E.G.. BANGKOK, SATTAHIP. SAMAE SAN, 
RAYONG), AND UNLIKELY TO TRAVEL TO RISK REGIONS MAY. IN CONSULTATION 
WITH THEIR ASSIGNED MEDICAL SUPPORT UTILIZE DEET/PERM ETHRI N AND 
OTHER PPM AS THEIR PRIMARY MALARIA PREVENTION MEASURE. ALL 

I No MALAR A 

CHEMOPRC SHALL BE ADVISED OF THE SYMPTOMS OF MALARIA 

INFECTION AND THE NEED TO REPORT SUCH SYMPTOMS UP TO SEVERAL YEARS 
AFTER LEAVING DEPLOYMENT SITE. SOME AREAS WITH LOW REPORTED 
INCIDENCE BUT IN REMOTE REG ' .0 CON ION f A\ HAVE POORLY 
CHARACTERIZED MALARIA RISK (I.E., ADJACENT TO BORDER PROVINCES OR 
UNCLEAR PRESENT MALARIA PR! A PERSC X ID CONDITIONS 

IN THESE MEDIUM RISK AREAS (KORAT A.K A NAKHON RATCHISMA. LOP BURL 
PHITSANULOK, UDON TH ILD CONSIDER MALARIA CHE! f >P! iYLAXIS 

At TER CON 1'ATIONW! t MDANCE A O LOCAL 

MEDICAL EXPERTS THE WHO'S MALARIA. DISTRIBUTION IN THE KT FOR 
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CY1S&7-1093 CAN BE FOUND AT V WHOSEA.G 1ALA aiALINCITRAI.HTM 

(A) MALAR SA CHEMOPROPHYLAXIS, SEVERAL OPTIONS FOR MALARIA 

N HE KT. BECAUSE OF ITS ABILITY TO PROVIDE 
ME f E 1 * - < C r • 1 * .1 ' P!R !S AND 

PTAB if NT SUR )N SUPERVIS IATOP DO> v'( 

IS THE PREFERRED MALARIA CHEMOPROPHYLAXIS IN THE KT. START DOXY 2 
DAYS BEFORE ARRIVAL INTO THE THREAT REGION AND CONTINUE UNTIL 28 
AFTER DEPA ECA 1 CASiONAL GASTRIC AND ESOPf 

SIDE EFFECTS. IT SHOULD BE TAKEN WITH FOOD AND SEVERAL HOURS BEFORE 
RECLINING, SUNSCREEN USE CAN REDUCE THE RISK OF SEVERE SUNBURNS 
FROM THE DOXY ASSOCIATED INCREASE I T * ADO! TIONAL 

CHEMOPROHYLAXIS OPTIONS INCLUDE MALARONE. FLIGHT SURGEONS 

ON - - ? i MALARONE ARf EQUIRED TO COI 1 f i'T'H H ' „1A \ I R * ON 
OR NAM! DIRECTLY PR£ i ' ■ REGIONS 

DUE TO THREAT TO THE FETUS FROM MALARIA INFECTION. 

(B) ADDITIONAL POST-EXPOSURE PROPHYLAXIS. SOME STRAINS OF MALARIA 
{P. VIVAX) CAN RESIST MALARIA CHEMOPROPHYLAXIS DURING THE HEPATIC 
PHASE OF THE INFECTION. TO PREVENT POST-PRQPHYLACTiC TREATMENT 
RESURGENCE OF MALARIA, UNLESS G8PD DEFICIENT, THOSE RECEIVING 
MALARIA CHEMOPROPHYLAXIS WILL ALSO TAKE PRIMAQUINE 26.3MG(15MG BASE) 
DAILY WITH FOOD FOR 14 DAYS STARTING ON THE DAY OF DEPARTURE FROM 
THE KT. THOSE DEFICIENT IN GSPD CAN DEW >P H 1 > . \ I A WHEN 
USING PRIMAQUINE. THE G6PD STATUS OF PERSONNEL MUST BE KNOWN PRIOR 
TO PRIMAQUINE ADMINISTRATION. PERSONNEL WHO ARE G8PD DEFICIENT WILL 
NOT RECEIVE PRIMAQUINE, BUT WILL BE COUNSELED AND MONITORED FOR 
DISEASE. THOSE ON MALARIA PROPHYLAXIS WILL BE DEFERRED AS BLOOD 
DONORS FOR ONE YEAR AFTER RETURN. IF THEY DID NOT STAY IN THE 
MALARIA ENDEMIC AREA FOR LONGER THAN 8 MONTHS. THOSE STAYING IN A 
MALARIOUS AREA FOR LONGER THAN 6 MONTHS CANNOT DONATE BLOOD FOR 3 
YEARS AFTER DEPARTING THE MALARIOUS AREA. 

{5} PROCURE PERSONAL PROTECTIVE SUPPLIES (PPS). PPS WILL MINIMIZE 
ILLNESSES TRANSMITTED 8^ MQS Jl TOES TICKS. MITES, AND OTHER 
ARTHROPODS {MALARIA, DENGUE FEVER, AND JAPANESE ENCEPHALITIS). THE 
COMBINATION OF CLOTHING TREATMENT AND SKIN REPELLENT IS VERY 
PROTECTIVE, OPERATIONS IN THE KT REQUIRE A COMPLETE COMMAND 
PREVENTION PROGRAM INVOLVING PROCUREMENT OF SUPPLIES, TRAINING, 
SUPERVISION. AND COMMAND ENFORCEMENT PER REFERENCE (L). COMMANDING 
OFFICERS WILL APPOINT A FORCE HEALTH PROTECTION OFFICER TO ENSURE 
ALL PERSONNEL HAVE UNIFORMS TREAT ED WITH PERMETHRlN AND ARE ISSUED 2 
TUBESWOTTL.ES OF DEFT INSERT RE PELL ANT PURCHASE OF INSECT 
REPEL L ANTS IS A UNIT RESPONSIBILITY. THE FOLLOWING PES GUIDELINES 
APPLY 

;W; PROCURE DEED INSECT REPELLENT ;NSN ESMNCWWMlMSSM FOR USE ON 
EXPOSED SKIN. IT PROTECTS FROM BITING INSECTS FOR UP TO 12 HOURS 
MORE FREQUENT APPLICATION :S REQUIRED IN HOT CLIMATES. WITH PROFUSE 
PERSPIRATION. OR HEAVY RAINS. EMPHASIS ON DAY USE ID IMPORTANT FOR 
DENGUE MOSQDHWES AND EVENINGS/NIGHT ROE MALARIA 
(W TREAT FIELD UNCORDS WITH PEHMEOfCN. PREFERRED TREATMENT IS 

1 i 2 OA i i N 

S PRATER ""US PROVIDES INSECT REPELLENT PROPERTIES PMC LASTS THE 
LIFE OF THE UNIFORM ;UNLESS DRY CLEANED.! AND IS LESS EXPENSIVE THAN 
WLPOL FORMULA AALSXXXCX ft ON IS 

W ARAB OTAM-A A XT MEDIC V 

BATTALION.. DSN S2MMCAMW: AS A LESS DESIRABLE ALTERNATE, 
PERSONNEL. CAN TREAT UNIFORMS WITH PERMETHRlN AEROSOL IN SIX-OUNCE 
C I AN EDM 'I MX DA RP YDS':; DM TAN ; JN CRM : 
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TO SEDNET, aSCAUSS OF POORER PENETRATION, i? MAY OELY LAST 5 WEEKS 
OR 5 WASHINGS. 

(Cs PROCURE PERMETHRIN I REA RED BED NETS -OR ALL PERSONNEL R FIELD 
CONDITIONS. ENSURE POLES ARE AVAILABLE AND PERSONNEL S ^ \S 

PROPER USE OF BE ON EE (AVOIDING CONTACT WITH SRIR WHILE ASLEEP, 

D ASDIG f r l ?EO * RG E^REERO LP BALM 

HEARING PROTECTION, 1-2 MONTHS OF AUTHORIZED PRESCRIPTIONS (WITH 

AND OPTICAL GAS MASK 

INSERTS IF NEEDED. 

(6) CONDUCT FHP/PM BRIEFING. THE UNIT FHP OFFICER SHOULD PROVIDE A 
PRE-OEPLOYMENT FHP BRIEFING. LARGER UNITS MAY ELECT TO OBTAIN THIS 
PRE-OEPLOYMENT BRIEFING FROM APPROPRIATELY TRAINED INDIVIDUALS (PREV 

H OFFICERS, INDUSTRIAL HYGIENIST 
OFFICERS, ETYMOLOGISTS, SENIOR ENLISTED PM TECHNICIANS OR SENIOR 
HM'S V AT A MINIMUM, THE FOLLOWING TOPICS SHOULD SE COVERED: LOCAL 
FOOD AND WATER PRECAUTIONS, HAND-WASHING. PERSONAL HYGIENE MEASURES, 
USE OF PERSONAL PROTECTIVE SUPPLIES, MALARIA CHEMOPRQPHYLAXSS, STD 
A'OlOAN? IF ROUS DISEASE RISKS, ENVIRONMENTAL RISKS, SURFACE 
WATER AVOIDANCE. RABIES AVOIDANCE, SNAKE BITE 1 £ I E GOALS, 
HEAT-WATER DISCIPLINE. INJURY AVOIDANCE (MOTOR VEHICLES. SPORTS 
ACTIVITIES), COMBAT STRESS CONTROL AND LEADERSHIP RESPONSIBILITIES 
TO ENFORCE PREVENTIVE MEASURES. 
E. FHP PRIORITIES DURING DEPLOYMENT 

(1} DEPLOY APPROPRIATE PM PERSONNEL AND EQUIPMENT, REVIEW THIS 
GUIDANCE AND FORCE LAYDOWN TO ENSURE APPROPRIATE PERSONNEL AND 
EQUIPMENT PLAN 

(2) PROVIDE SAFE FOOD, WATER, AND ICE. PROCURE ONLY US APPROVED 
FOOD AND WATER. OPERATE FOOD OPERATIONS IN ACCORDANCE WITH REF (M) 
CHAPTER 8 OR SERVICE SPECIFIC DIRECTIVES. DUE TO HIGHER RATES OF 
CONTAMINATED FOODS AND INADEQUATELY TREATED WATER IN THE AREA, AVOID 
ALL LOCAL FOOD, WATER. AND ICE UN £ - FETED AND CERTIFIED BY US 
PREVENTIVE MEDICINE OR VETERINARY PERSONNEL. 

(3> PROVIDE PROPER FIELD SANITATION/HYGIENE. ENSURE FIELD LATRINES 
ARE PROVIDED IN ACCORDANCE WITH REP (M) OR SERVICE DIRECTIVES. 
ENSURE PROPER HAND-WASH SNG FACILITIES NEAR ALL LATRINES AND FOOD 
SERVICE/DINING FACILITIES. ENFORCE HAND WASHING ENSURE PROPER 
REMOVAL OF GARBAGE AND SOLID WASTE IN ACCORDANCE WITH SERVICE 
DIRECTIVES, ELIMINATE FOOD/WASTE SOURCES THAT ATTRACT PESTS IN 
LIVING AREAS, 

(4) ENFORCE MALARIA CHEMOPRGPRYLAXI3 AS APPROPRIATE, FOR THOSE AT 
RISK AS NOTED IN PARAGRAPH 1D(4), PROVIDE LEADERSHIP SUPERVISION TO 
ENSURE MALARIA MEDICATION IS USED AS DIRECTED. 

(5) ENFORCE PERSONAL PROTECTIVE MEASURES. THIS IS A CRITICAL 
COMMAND ACTIVITY. PERHAPS THE MOST IMPORTANT. IN PREVENTING VECTOR 
BORNE INT EC E • 5 JCH AS MALARIA, DENGUE, JEV, AND SCRUB TYPHUS. 

WEAR PERMETHRIN TREATED UNIFORM WITH SLEEVES DOWN AND SOOTS BLOUSED. 
PROVIDE LEADERSHIP EMPHASIS ON THE USE OF DEET DAY AND NIGHT AS 
APPROPRIATE. IN FIELD SETTINGS SLEEP UNDER PERMETHRIN TREATED 
MOSQUITO NETTING. 

(6} CONDUCT' VECTOR SURVEILLANCE AND CONTROL AS NEEDED. 

(?) ENCOURAGE ABSTINENCE FROM SEXUAL CONTACT. ABSTINENCE IS THE ONLY 

GUARANTEED STD PREVENTION METHOD. IT IS RECOGNIZED THAT THIS ADVICE 

MAY SE ICH C I- = „LY ACTIVE, MEMBERS ARE ADVISED TO USE 

t s ^> <i A > s i) CONDO WITH < l LEP INOERSTANDIN 

THAT CONDOMS HAVE REPEATEDLY BEEN SHOWN TO FAIL IN PREVENTING STD'S 
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AND PREGNANCY. LEADERS SHOULD STRESS THE ASSOCIATION OF ALCOHOL 
CONSUMPTION AND SU8SEQUE I SWITI RiOf J > i HEALTH 

CONSEQUENCES, 

(Si CONDUCT ENVIRONMENTAL HAZARD ASSESSMENT AS NEEDED. MEDICAL 

1NELSUPPOF ?CiSE UNITS AR£ > FY APPROPRiAT 

PM SUPPORT OF ANY ENVIRONMENTAL PROBLEMS NOTED NOT COVERED !N THIS 
GUIDANCE, UTIiJZE UN!" PM TEC! ! C S PMT'S) AS A FIRST RESOURCE. 
FOR PROBLEMS OF A SERIOUS NATURE OR THAT CANNOT BE EASILY SOLVED, 
NO » nth *M OrPIC OR THE CT 1RGEON 

{9} MONITOR CLIMATIC CONDITIONS AND ENFORCE APPROPRIATE HOT/COLD 

\ -FATHER DISCIPLINE. THE KT CAN HAVE EXTREMELY HOT AND HUMID WEATHER 

MOST TIMES OF THE YEAR. FLUID REQUIREMENTS ARE GREATLY INCREASED, 

COMMANDER 5 ARE RESPONSIBLE FOR MONITORING WET BUl B Gi OBE PEMPERATURE 

(WSGTsREPOR'} OEI i&v CTIVITY DOES N EXCEED MEDICAL 

ADVICE WITHOUT GOOD OPERATIONAL JUSTIFICATION. COMMANDERS ARE 

Rg iPOf >IB E FOR ENSURING ENFORCEMENT OF HYDRATION WATER DISCIPLINE 

AND WORK/REST CYCLES, 

(10) ENFORCE AWARENESS OF RABIES THREAT, RABIES IS A SIGNIFICANT 
PROBLEM IN THE KT COMMANDERS WILL ENSURE STRAY ANIMALS ARE NOT 
"ADOPTED" BY UNIT PERSONNEL. NEITHER DOGS NOR CATS ARE AUTHORIZED 
IN TRAINING/LIVING/RECREATSONAL AREAS, IN CASES OF ANIMALS NOT 
RESPONDING TO EFFORTS TO "CHASE" AWAY OR ACTING IN 

"H HOST 

NATION {HN'l MILITARY SUPPORT TO EFFECT SAFE ANIMAL REMOVAL. 
IMMEDIATE FIRST AID FOR ANIMAL BITES/SCRATCHES IS TO WASH WITH 
COPIOUS SOAP AND WATER FOR A MINIMUM OF 15 MINUTES. ALL BITES 
SHOULD BE BROUGHT TO IMMEDIATE MEDICAL ATTENTION. 

(1 1 ) DEPLOYMENT HEALTH SURVEILLANCE. CONDUCT DISEASE AND NON-BATTLE 
INJURY (DNBl! SURVEILLANCE AS STATED IN COBRA COLD ANNEX Q, 
GENERALLY, ALL UNITS CAN EXPECT TO REPORT WEEKLY DNBl UTILIZING REF 

(H) TO THE CTF SURGEON. SYNDROMIC SURVEILLANCE AS REPORTED IN WEEKLY 
DNBl IS A KEY EARLY WARNING TOOL FOR IDENTIFICATION OF EPIDEMICS 
RESULTING FROM BIO-WARFARE. NATURAL DISEASE OUTBREAKS. OR POOR PM 
COMPLIANCE. IT IS ALSO A USEFUL TOOL IN IDENTIFYING THOSE UNITS IN 
NEED OF ADDITIONAL MEDICAL SUPPORT TO MEET MISSION GOALS. BESIDES 
DNBl REPORTING. ENSURE ALL REPORTABLE DISEASES ARE REPORTED EARLY TO 
THE CTF SURGEON. 

02) BEFORE LEAVING AQR. IAW REF E. CONDUCT POST-DEPLOYMENT HEALTH 
ASSESSMENT USING FORM DD-2796 WITHIN FIVE DAYS PRIOR TO RETROGRADE. 
FIND FORM DD-2796 AT 

AMSA. ARMY .Ml L/DEPLOY„SURV/DD2796„POST„DEPLOY.PDF. 
F. FHP PRIORITIES AFTER DEPLOYMENT. 

(I) ENSURE COMPLETION OF POST-DEPLOYMENT HEALTH ASSESSMENT. IF 
UNABLE TO COMPLETE FORM DD-2796 BEFORE RETROGRADE. ENSURE COMPLETION 
WITHIN FIVE DAYS OF RETURN FORWARD COMPLETED ORIGINAL FORMS TO 
ARMY MEDICAL SURVE I = 'WIS A). ATTN. DEP f'MENI 
SURVEILLANCE, BLDG. T-20. RM. 213 (MCHS-TS-EDM), 6S25 18TH STREET. 

NW. WASHINGTON DC 2 : £ A COPY OF THE FORM IN MEMBER'S 

OUTPATIENT MEDICAL RECORD, 

(2 XWDUC PCS'! DEPLOYMENT SCREENING AND TE HNG PEf RVI 
sPECi 1 OM SATAN OMMAND, JOINT STAFF, OR OTHER COMMAND 
DIRECTIVES. 

(3) ENSURE THAT ALL POST-DEPLOYMENT HEALTH ISSUES ARE 

ADDRESSED AND PROPERLY DOCUMENTED. ENSURE THAT ALL MEDICAL RECORDS 
COMPILED DURING DEPLOYMENT. INCLUDING COPIES Or DO FORMS 2795, 2/96. 
AND SF-600'S ARE INCORPORATED INTO THE OUTPATIENT MEDICAL RECORD AND 
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THAT ORIGINALS OF FC^ 5 E FORWARDED TO THE ARMY MEDICAL 

SURVEILLANCE ACTIVITY {AMSAl ENSURE THAT DD FORM 2766 IS UPDATED 
WITH DEPLOYMENT INFORMATION. 

(4) SUPERVISE AND ENFORCE POST-EXPOSURE MALARIA CHEMOPROPHYLAXSS AS 
APPROPRIATE CONTINUE APPP i * El AP I URE 

AS PER PRESCRIBING REFERENCES {DOXY CONTINUES FOR 28 DAYS). IF 
PROPHYLAXIS IS INDICATED, BEGIN PRIMAQUINE ON DAY OF DEPARTURE, 
*c 3MG( 5f • 3 kSI PER DAY FOR 14 DAYS, UNLESS G-8PD DEFICIENT OR 
PREGNANT FAILU N FORCE KPO PRC GREATLY 

INCREASES THE RISK OF P. VtVAX MALARIA INFECTION IN THE MONTHS AFTER 
DEPLOYMENT. 

• ■ } CONDUCT POST-DEPLOYMENT PM BRIEFING. UPON RETURN FROM 
DEPLOYMENT ENSURE Af i DEPf O/FRS ARE ADVISED OF ANY KNOWN HEALTH 

IOTED DURING THE DE 1 HC BERS WfTH M 

CONCERNS AFTER DEPLOYMENT SHALL HAVE THESE ISSUES ADDRESSED AS 
OUTLINED BY THE POST-DEPLOYMENT HEALTH WEBSITE MAINTAINED BY THE DOD 
AND VA, FIND GUIDELINES AT 

W\W.PDHEALTKM!L/S08/CUNIC!ANS/PDH£y/FRAMESET,HTM. 

2. ENVIRONMENTAL HEALTH RISK ASSESSMENT (ERHA). FHP OFFICERS. PM 
OR MEDICAL PERSONNEL ARE RESPONSIBLE FOR BRIEFING DEPLOYING 
PERSONNEL ON ENVIRONMENTAL HEALTH FACTORS AND RISKS IN THE KT, 

A. KEY JUDGMENTS. THE GREATEST ENVIRONMENTAL HEALTH RISKS ARE 
ASSOCIATED WITH HIGH HEAT/DEHYDRATION, TRAUMA, RAW SEWAGE/RUNOFF 
WITH FECAL PATHOGENS. AND SNAKEBITES. 

B. PHYSICAL ENVIRONMENT THE KT IS SLIGHTLY LARGER THAN CALIFORNIA. 
BEING 197,594 SQUARE MILES ITS FIVE GEOGRAPHIC REGIONS ARE: 

(1 } SOUTHEAST COAST: A LOW FERTILE PLAIN SEPARATED FROM THE CENTRAL 
VALLEY BY LOW MOUNTAINS, 

(2) NORTHEAST PLATEAU (XORAT OR NAKHON RATCHiSMA PLATEAU): BORDERING 
LAOS AND CAMBODIA. THIS REGION IS AN UNDULATING TABLELAND VARYING 
BETWEEN 400-700 FEET. 

(3) NORTHERN AND WESTERN MOUNTAINS: A REGION WITH ELEVATIONS UP TO 
8,500 FT. IT HAS BEEN SUBJECTED TO WIDESPREAD DEFORESTATION. 

(4) CENTRAL BASIN: ENCOMPASSING 25% OF THE LAND AREA. IT IS THE 
MOST HEAVILY POPULATED AND DOMINATES THE COUNTRY ECONOMICALLY. 
{5} PENINSULAR THAILAND: OCCUPIES THE NORTHERN MALAY PENINSULA 
BETWEEN BURMA AND MALAYSIA. 

C. CLIMATE. 

(1) TEMPERATURE, THE CLIMATE IN THE KT IS MOSTLY TROPICAL MONSOONAL 
WITH FOUR DISTINCT SEASONS; DRY (JAN-FEB), HOT (MAR-MAY). WET 
(MAY-OCT), AND COOL (NOV-DEC). FAHRENHEIT TEMPERATURE RANGES IN 
BANGKOK ARE AS FOLLOWS: 

MONTH JA FE MR AP MY UN J L AG SP OC NV DC 
MAX 90 91 93 93 93 91 91 90 90 SS 73 70 
MIN 88 72 75 77 ?? 77 75 75 75 75 73 70 

(2) HEAT INJURIES HIGH HEAT AND HUMIDITY IS A SIGNIFICANT MEDICAL 
THREAT IN THE KT. GREATEST RISK OCCURS DURING THE EARLY PARTS OF 
DEPLOYMENT SIGNIFICANT HEAT CASUALTIES HAVE SERIOUSLY IMPACTED 
PA H OBI AGO D EXERCISES. HE A"! v f,AL HES C \N Bl z ' ^ED ANC 
PREVENTED BY EFFECTIVE EDUCATION/TRAINING. INCREASED 
COMMAND/PERSONNEL ATTENTION TO HYDRATION AND FITNESS HABITS 
BEGINNING IN THE PRE-EXERCISE PERIOD. COMMANDERS SHOULD ALLOW FOR 
AC :t IMAHZAHON AND EN? ORG = w Rl CIPLINE PERSONAL HYDRATION. 
WBGT'SC 

PHYSICAL ACTIVITY IF NOT ACCLIMATED TO HOT WEATHER FOR AT LEAST 3 
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WEEKS. WBGTS GREATER THAN 90F SHOULD CURTAIL ALL NONESSENTIAL 
STRENUOUS ACTIVITIES. COLOR OF URINE IS A GOOD GUIDE TO HYDRATION 
STATUS. DARK OR MEDIUM DARK YELLOW URINE INDICATES 1-2 CANTEENS 
(QUAR1 iOFWATE I >NSUMED IMMI >IATEIY IN HOT 

ENVIRONMENTS. UNIT LEADERS SHOULD MONITOR PERSONNEL FOR CRAMPS. 
EXCESSIVE PROFUSE SWEATING, LACK OF APPROPRIATE SWEATING. PALE/MOIST 
SKIN. DIZZINESS, NAUSEA, RED FLUSHED/NOT SKIN OR ALTERED MENTAL 
STATUS. FIRST AID FOR HEAT CASUALTIES PENDING TRANSPORT TO MEDICAL 
OR ARRIVAL < • , 1 * 0 REMOVE GEAR/8 <Pi 

EXTREMITIES. PLACE IN SHADE, POOR COOL WATER OVER EXPOSED BODY AND 
SEND FOR HELP. CASUALTIES WHO ARE AWAKE/COHERENT SHOULD CONSUME 
COOL WATER. RISK OF HEAT INJURY IS INCREASED BY INADEQUATE BREAK 
P^ROCK IN IMPTION. POOR PR >~ ITNESS 

t f i 1EDICA.TION JTIHIS1 

BLOOD PRESSURE MEDICATIONS). 
{3} RAINFALL VARIES ANNUALLY BETWEEN 40 INCHES IN 
THE NORTHERN HIGHLANDS AND KORAT PLATEAU TO 120 INCHES IN THE 

1< UNTAINS AND SOU1 HERN PENINSULA. HEAVY RAINS ASSOCIATED 
WITH THE SEMI-ANNUAL TYPHOON SI * * FRFOUENT FLOODING. LATE 

SUMMER TO EARLY FALL HAS OVER THE LAST SEVERAL YEARS SEEN SEVERAL 
HUNDRED DEATHS ACROSS THAILAND FROM FLASH FLOODING. MEAN MONTHLY 
PRECIPITATION IN INCHES FOLLOWS: 

MONTH JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC 
AVG 0,4 1.0 1.4 3.3 6.06.1 6.7 7.0 11.9 9.4 2.30.3 

D. MOTOR VEHICLE ACCIDENTS S'MVA) AND TRAUMA. MVA'S HISTORICALLY ARE 
THE MOST LIKELY CAUSE OF SIGNIFICANT TRAUMA. DISABILITY, AND LOSS OF 
LIFE ON DEPLOYMENTS OR WHEN TRAVELING OVERSEAS. KT ROADS ARE 
NOTORIOUSLY CROWDED AND DANGEROUS. DRIVER BEHAVIOR STANDARDS ARE 
DIFFERENT THAN EXPECTED IN THE U.S. DRIVING ON KT PUBLIC ROADS IS 
NOT AUTHORIZED EXCEPT FOR SPECIFIC OFFICIAL VEHICLE MISSIONS 
VERIFIED BY COMMANDER. ATTENTION TO SAFE SPEEDS AND SEAT BELTS IS 
MANDATORY. SIMILAR ATTENTION TO SAFETY IS REQUIRED OPERATING MOTOR 
VEHICLES ON ROYAL THAI MILITARY INSTALLATIONS. BETWEEN 1989-1995, 
WHO REPORTS THE KT MVA FATALITIES WERE BETWEEN 12-28 PER 100,000 
POPULATION. 

£. ENVIRONMENTAL CONTAMINATION. BECAUSE OF EXTENSIVE GROWTH OVER THE 
LAST 40 YEARS, THE KT IS NOW FACED WITH SEVERAL ENVIRONMENTAL 
CHALLENGES (AIR POLLUTION IN BANGKOK, INDUSTRIAL WASTE. AND 
THREATENED FRESHWATER RESOURCES). THE KT IS WORKING TO DEVELOP MORE 
EFFECTIVE ENVIRONMENTAL REGULATION. ACCORDING TO WHO DATA. SINCE 
1990, ENVIRONMENTAL HEALTH INDICATORS (SAFE WATER AND SEWAGE 
MANAGEMENT) HAVE STEADILY IMPROVED. POTENTIAL ENVIRONMENTAL 
CONTAMINATION SOURCES INCLUDES AGRICULTURE, CHEMICAL PLANTS, 
COAL-FIRED POWER PLANTS. MINING {TUNGSTEN/TIN). MOTOR VEHICLES. 
SHIPYARDS, ELECTRONICS PRODUCTION, FERTILIZERS. FOOD/BEVERAGES, 
PLASTIC/F BBER, 1 HU 300 PRODUCTS I'l L CENTRAL REGION OF 

THAILAND (INCLUDING BANGKOK; CONTAINS MORE THAN HALF OF THE INDUSTRY 
OF THAILAND. 

F. AIR CONTAMINATION. URBAN AIR POLLUTION IS THAILAND'S MOST SEVERE 

MEN! AL PROBLEM ) URBAN AIR COMA NS H GH LEVEI > ENDE! 
I r ' ! 1 s. RAFFIC. IN! FRY, CONSTRUCTION AND 

OPEN-AIR BURNING. MOST CONCERN IS IN ~HE HIGHLY DEVELOPED BANGKOK 
REGION BUT KORAT (NAKHON RATCHASIMA) HAS SIMILAR AIR QUALITY ISSUES. 
OZONE, CARBON MONOXIDE. AND PARTICULATES MAY EXCEED US EPA AIR 
Qi A! I I sHl R! H f CON C EN OT >? Or 02< *V ( UR I !R!N< l 't 

HOT SUMMER MONTHS. HIGH CONCENTRATIONS OF PARTICULATE POLLUTION ALSO 
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OCCURS IN CHIANG MAI. SHORT-TERM EXPOSURE TO NITROGEN OXIDES, OZONE, 
PARTICULATE MATTER. AND SULFUR DIOXIDE ABOVE E * t HED STANDARDS 
PRESENT S A RISK OP TRANSIENT ACUTE RESPIRATORY SYMPTOMS SUCH AS 
COUGHING. WHEEZING. AND REDUCED LUNG FUNCTION, ESPECIALLY IN 
ASTHMATIC IN l 

G. FOOD CONTAMINATION SPEC f I N 01 MAT ION ON CHEMICAL 
CONTAMINATION OF FOOD PRODUCTS IS UNAVAILABLE FOR THE KT. IN 
GENERAL, LOW-LEVEL CHEMICAL CONTAMINATION OF FOOD IS A CONCERN ONLY 
FOR LONG-TERM EXPOSURES CON T'AM NATION OF FOOD WITH FECAL PATHOGENS 
MAY RESULT FROM USE OF FERTILIZERS DERIVED FROM HUMAN OR ANIMAL 
WASTE, UNSANITARY FOOD PREPARATION TECHNIQUES. AND IMPROPER HANDLING 
OF PREPARED FOOD PRODUCTS. EVEN A ONE-TIME EXPOSURE TO FECAL 
CONTAMINATION IN FOOD MAY CAUSE SEVERE Af t ^ ' HI 

H. SOIL CONTAMINATION. MOST INDUSTRIAL WASTE IS DUMPED IN 
UNREGULATED LANDFILLS, ON PRIVATE PROPERTY, OR AT SEA. ONLY ABOUT 
I0-2C ) 1 C VASTE IS PROPERLY D POSE OF MANY FACTORIES 
PRODUCING CH UCAI OAS I E ARE IN THE BANGKOK AREA. DOMESTIC WASTE 
ALSO IS POORLY MANAGED, USE OF INDISCRIMINATE PESTICIDES. 
HERBICIDES, AND FUNGICIDES HAS INCREASED DRAMATICALLY IN THAILAND IN 
THE LAST 30 YEARS, SOILS OF NORTHERN THAILAND CONTAIN DDT, LINDANE, 
AND ORGANOCHLORINE PESTICIDE Rl ( :GRAMS ARE 
PROGRESSIVELY RESTRICTING P£ • \ ICIDES SPECIFIC INFORMATION REGARDING 
SOIL CONTAMINATION IS NOT AVAILABLE FOR THAILAND IN GENERAL. SOIL 
CONTAMINATION IS LOCALIZED TO SPECIFIC AREAS SURROUNDING INDUSTRIAL 
FACILITIES OR AGRICULTURAL AREAS WITH HEAVY PESTICIDE USE, AND WASTE 
DISPOSAL SSTES. EXPOSURE TO CONTAMINANTS IN SOIL IS LIKELY TO BE 
MINIMAL IN THE ABSENCE OF WIND-BLOWN DUST, ACTIVE DIGGING, OR 
MIGRATION OF CONTAMINANTS FROM SOIL INTO GROUND WATER SINCE 
CONTAMINATION IS LOCALIZED AND EXPOSURE IS OFTEN AVOIDABLE, SOIL 
CONTAMINATION USUALLY PRESENTS A LOW RISK TO HUMAN HEALTH. 

I. WATER CONTAMINATION. UNTREATED DOMESTIC AND INDUSTRIAL WASTES AND 
OTHER NON-POINT SOURCES OF CONTAMINATION DEGRADE WATER QUALITY IN 
BOTH RURAL AND URBAN THAILAND. RUN-OFF FRO Is E • -ARMS AND 
AGRICULTURAL AREAS ARE SIGNIFICANT SOURCES OF WATER POLLUTANTS. ALSO 
CONTRIBUTING TO SIGNIFICANT SURFACE WATER POLLUTIONS ARE PRODUCERS 
OF IRON/STEEL. PULP/PAPER. DAIRY. FISH, SUGAR/REFINERIES, AND 
DISTILLED SPIRITS, CONSUMPTION OF WATER CONTAMINATED WITH RAW 
SEWAGE OR RUNOFF CONTAINING FECAL PATHOGENS OFTEN CAUSES SEVERE 
ACUTE ENTERIC INFECTIONS, SEE PARAGRAPH 3 INFECTIOUS DISEASE RISK 
ASSESSMENT FOR DETAILS. 

J. HAZARDOUS ANIMALS. DOGS/SNAKES ARE THE MAIN ANIMAL RISKS, 
(1) SNAKES, THERE IS SIGNIFICANT SNAKEBITE RISK IN THE KT. THERE 
ARE THREE FAMILIES OF SNAKES OF CONCERN IN THE KT, COLUBRIDAE 
(BACK-FANGED SNAKES). ELAPSDAE (VENOMOUS SNAKES WITH ANTERIOR FIXED 
GROOVED FANGS) AND VIPER! DAE (PIT VIPERS WITH LONG HINGED FANGS). 

(A) THE PRIMARY COLUBRID IN THE KT IS THE RED NECKED KEELBACK WITH A 
HEMOTOXIC VENOM. THERE IS NO ANTIVENIN, 

(B) E LAP I DAE ARE COMPRISED OF A NUMBER OF SPECIES. THE F^RST ARE 
VARIOUS KRAITS (MALAYAN, BANDED, RED-HEADED, AND YELLOW-HEADED). 
KRAITS ARE TIMID AND USUALLY ONLY BITE WITH PROVOCATION. KRAiT 
VENOM IS A NEUROTOXIN RF^ DRY f - 1 ! IARY CONCERN) 
WITH OCCASIONAL ASSOCIATED FATALITIES. THE NEXT GROUP OF ELAPIDAE 
IN THE KT ARE THE CORAL S NAKE S A 5 1 Al iC BLUE LONG-GLANDED, BANDED 

1 IG-GLAf t i'HERE £ AO ID 1 M I 

NEUROTOXIN WITH A SMALL NUMBER OF FATALITIES ASSOCIATED. THE MOST 

NOTORIOUS ELAPIDAE ARE THE COBRAS ( U ON O C ELLATE COBRA, THAI 'SPITTING 
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COBRA/ SUMATRAN 'SPITTING' cobra, AND THE KING COBRA), most will 
GENERALLY NOT STRIKE UNLESS PROVOKED OR HAVE THEIR TERRITORY 
I NAD VERT EN fLY Ef- it STRIKES CAN BE PERSISTENT WITH SAVAGE 

3. ALL HAVE A P T ENT NEUROTOXIN AND HIGH MORTALITY RATE - 
OFTEN FROM RESPIRATORY FAILURE THE TWO 'SPITTING' COBRAS RAVE A 
WELL-DEVELOPED CAPABILITY TO 'SPIT VENOM SEVERAL FEET, OFTEN 
ACCURATELY AIMING FOR THE EYES, IF VENOM ENTERS EYES, IT MAY CAUSE 
PERMANEN h >S IF VENOM IS 'SPIT* INTO EYES. FLUSH EYES WITH 
COPIOUS WATER AS SOON AS POSSIBLE AFTER SLOWLY BACKING AWAY FROM THE 
COBRA AND SEEK IMMEDIATE MEDICAL ATTENTION. 

(C) THE FINAL FAMILY OF VENOMOUS SNAKES IN THE KT ARE PIT VIPERS 
(MALAYAN, RUSSELL'S, MOUNTAIN. WHITE-LIPPED GREEN. KANCHANABURf. 
DARK- GREEN, POPE'S. FLAT NOSED, CHINESE BAMBOO. MANGROVE, SUMATRAN, 
AND WAGLER'ST SOME ARE HIGHLY AGE R EAI 2U f TO STRIKE IF 
DISTURBED. MANY HAVE POTENT HEME O BLEEDING AND SHOCK), 
DEATHS HAVE BEEN REPORTED. 

CD) ALL SNAKEBITES SHOULD BE EVACUATED TO HIGHER-LEVEL CARE 
IMM£ J LATELY AFTER WRAPPING WITH A COMPRESSION DRESSING (ACE WRAP THE 
AREA ABOVE AN I ■ ' I SITE). DO NOT USE TOURNIQUETS, DO NOT 

CUT/INCISE BITES. AND 00 NOT SUCK ON WOUND. GOAL IS TO MINIMIZE 
SPREAD OF VENOM BUT NOT CUT OFF CIRCULATION THAT COULO LEAD TO LIMB 
AMPUTATION. MONITOR VICTIM FOR RESPIRATORY DISTRESS, WHILE NOT ALL 
SNAKE BITES RESULT IN E N VEN OM ATI ON . BE PREPARED TO PERFORM CPR EN 
ROUTE TO HIGHER LEVEL CARE AFTER SITES. CONTACT PARAGRAPH 4 KT 
JUSMAGTHA! TRICARE/ISOS OFFICER TO OBTAIN ANTIVENIN SUPPORT. USE OF 
ANTIVENIN REQUIRES EDUCATION, TRAINING AND THE APPROPRIATE ANTIVENIN 
FOR THE SPECIFIC SNAKEBITE DO NOT ATTEMPT TO CAPTURE SNAKE BUT DO 
ATTEMPT TO ACCURATELY DESCRIBE SNAKE. MEDICAL PERSONNEL IN ISOLATED 
REGIONS ARE ENCOURAGED TO REVIEW SNAKEBITE FIRST-AID PROCEDURES AND 
COORDINATE AVAILABILITY OF ANTIVENIN WITH THE JUSMAGTHA! 
TRiCAl I OFFICER WHO CAN ALSO FACILITATE CO! PATI )NS WITH 
LOCAL MEDICAL EXPERTS, 

{2} DOG BITES. SEE PARAGRAPHS 1E(10) AND 3E(1)(A), 
3. INFECTIOUS DISEASE RISK ASSESSMENT 

A. KEY JUDGMENTS. AFMIC ASSESSES THE THAILAND AS A HIGH-RISK 
COUNTRY FOR MANY INFECTIOUS DISEASES. WITHOUT FORCE HEALTH 
PROTECTION MEASURES, MISSION EFFECTIVENESS WILL BE SERIOUSLY 
JEOPARDIZED. MOST INFECTIONS ARE PREVENTABLE BY USING APPROVED 
FOOD/WATER, WASHING HANDS FREQUENTLY, AND USING PPS. IN TERMS OF 
SIGNIFICANCE, THE HIGHEST RISK OF INFECTIOUS DISEASES IN THE KT ARE 
FOOD/WATER BORNE DISEASES (HIGH NUMBERS OF BACTERIAL DIARRHEA). 
VECTOR-BORNE DISEASES (DENGUE, MALARIA. AND JAPANESE ENCEPHALITIS, 
ALL CAPABLE OF PRODUCING SERIOUS DISEASE), STD'S {HEPATITIS B. 
POSSIBLY IMPACTING MISSION OR PLACING LONG-TERM HEALTH AT RISK). AND 
RABIES (LIFE THREATENING). 

B. FOODBORNE AND WATERBORNE DISEASES. SANITATION IS POOR THROUGHOUT 
THE KT INCLUDING MAJOR URBAN AREAS. LOCAL FOOD AND WATER SOURCES 
(INCLUDIN: ICE M W BE HEAVILY CONTAMINATED WITH PATHOGENIC 

RASITES, AND V! ES 1 I H Mi S St i BERS 

HAVE LITTLE N/ * IMMUNITY, DIARRI ' i \H H - PAON Al b A 

HIGH PERCENTAGE OF PERSONNEL WITHIN ONLY A FEW DAYS IF LOCAL FOOD, 
WATER, OR ICE IS CONSUMED. HEPATITIS A AND TYPHOID CAN CAUSE 
PROLONGED SEVERE ILLNESS. 

(1 ), FOODBORNE AND WATERBORNE DISEASES OF GREATEST RISK. 

(A) BACTERIAL DIARRHEA. HISTORICALLY, OVER 50% OF UNIT STRENGTH PER 
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MONTH CONSUMING LOCAL FOOD. WATER, OR ICE CAN DEVELOP SYMPTOMATIC 
INFECTION. MILD DISEASE IS USUALLY TREATED IN OUTPATIENT SETTINGS. 
RETURN TO i it I HAN 72 i > i APPROPR! 1 1 BIO TIC 

THERAPY IS COMMON, RISK IS COUNTRYWIDE, YEAR-ROUND. SYMPTOMS CAN 
BE EXPECTED 1-3 DAYS AFTER CONSUMPTION. THE MOST COMMON AGENTS OF 
"TRAVELERS DIARRHEA" ARE ENTEROTOXIGENIC E. COLL CAMPYLOBACTER. 
SHIGELLA, AND SALMONELLA. NEARLY 900.000 CASES OF ACUTE DIARRHEA 
POR N 1999 IM THE HA iEALTH CAT S 1 H WHICH 
'1 ERS -9 OF US 

TROOPS PARTICIPATING IN EXERCISES IN THAILAND EXPERIENCED ACUTE 
DIARRHEAL DISEASE. CAMPYLOBACTER WAS THE LEADING CAUSE OF DIARRHEA 
AMONG US FORCES IN THAILAND IN THE 1990'S (COBRA GOLD 1998 - 15% OF 

s AS CAMPYLOBACTER). 
CAMPYLOBACTER RESISTANCE HAS BEEN REPORTED TO FLUOROQUINOLONES, 
MACROLIOES, TETRACYCLINES, AND TMP/SMX, REPORTED RESISTANCE RATES IN 
2000 WERE 87% TO CIPROFLOXACIN AND TO ERYTT IROM VC! . HROMVCIN 
MANY OTHER PATHOGENS (VIBRIO, SHIGELLA. AND SALMONELLA) WERE 
SENSITIVE, 

(8) HEPATITIS A VIRUS (HAY), POTENTIALLY 2-10% PER MONTH OF 
UN VACCINATED PERSONNEL CONSUMING LOCAL FOOD. WATER. OR ICE COULD 
DEVELOP SYMPTOMATIC INFECTION. ATYPICAL CASE INVOLVES 1-3 WEEKS OF 
DEBILITATING SYMPTOMS. RETURN TO DUTY MAY REQUIRE A MONTH. RISK IS 
COUNTRYWIDE YEAR-ROUND. DISEASE USUALLY PRESENTS 28-30 DAYS AFTER 
EXPOSURE. HAV ANTIBODY PRE \ -A . i E AMONG CHILDREN AND ADOLESCENTS 
HAS DECLINED IN URBAN AREAS SUCH AS BANGKOK WHERE SANITARY 
CONDITIONS HAVE IMPROVED. 

(C) FOOD/WAT E RBOR NE DISEASES OF POTENTIAL RISK. THE FOLLOWING 
INFECTIONS ARE THOUGHT TO BE LOW OR POORLY QUANTIFIED RISKS IN THE 
KT. AS NEEDED, CONSULT APPROPRIATE MEDICAL GUIDANCE AND REFS FOR 
ADDITIONAL INFORMATION. BRUCELLOSIS AND AMEBIC DYSENTERY - 1% OR 
LESS OF UNIT PERSONNEL MIGHT BE AFFECTED. CHOLERA - THERE IS NO 
RECENT REPORTING FOR CHOLERA IN THAILAND. HEPATITIS 
E 'TY'PHO! D/P AR ATYPHO I D MAY OCCUR IN SPORADIC OR INFREQUENT CASES, IN 
1998, THE KT REPORTED 14,527 CASES OF TYPHOID, 50,416 
AMEBIASIS/BACILLARY DIARRHEA CASES, AND 102,454 CASES OF FOOD 
POISONING. UNDER REPORTING IS ASSUMED. 
C. VECTOR-BORNE DISEASES 

{1} VECTOR-BORNE DISEASES OF GREATEST RISK ECOLOGICAL CONDITIONS 
IN BOTH RURAL AND URBAN AREAS SUPPORT LARGE POPULATIONS OF 
MOSQUITOES, TICKS. MITES AND FLEAS. DENGUE FEVER AND MALARIA ARE THE 
MAJOR VECTOR-BORNE RISKS IN THE THAILAND, THEY ARE CAPABLE OF 
DEBILITATING A HIGH PERCENTAGE OF PERSONNEL FOR UP TO A WEEK OR 
MORE. OTHER VECTOR-BORNE DISEASES WITH THE CAPABILITY TO 
INCAPACITATE LARGE GROUPS OF PERSONNEL SUCH AS JAPANESE ENCEPHALITIS 
ALSO OCCURS AT SIGNIFICANT LEVELS, 

IAL 5 R MONTI - ( NN EXI ED 

TO MOSQUITOES COULD DEVEt OP SYMF F NFECTION DENGUE CAN BE A 

DEBILITATING FEBRILE ILLNESS REQUIRING 1-7 DAYS OF INPATIENT CARE 
FOLLOWED BY RETURN TO DUTY. DENGUE FEVER IS FIRMLY ESTABLISHED IN 
THE KT AT HIGH LEVELS, THOUGH REPOf NG I N •' f"HE KT 

MINISTRY OF PUBLIC HEALTH REPORT ED ( - % ) DEN ft i \U\ I 

DEATHS IN 2001 . JANUARY THROUGH MARCH 2002 TOTA ? LIGHTLY 

ABOVE THE SAME PERIOD OF 2001. IN JAN 2003, THAI AUTHORITIES 
REPORTED 800 DEN ' ES If E LV NGKOK REGION. INCREASED RATES 
TEND TO OC ■ 7 RISK IS 

COUNTRYWIDE (INCLUDES AREAS FREE OF MALARIA) YEAR-ROUND. RISK MAY 
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BE HIGHER IN URBAN OR DENSELY POPULATED AREAS DUE TO BREEDING 
PATTERNS OF THE USUAL VECTOR f DAY-BITING AEOES MOSQUITOES). AEDES 
TENDS TO FLOURISH IN URBAN FLOWER POTS AND TIRES. THEY CAN ALSO BE 
t v PRESENTS 4-7 DAYS AFTER BEING 
BITTEN, THE PRINCIPAL RESERVOIR FOR DENGUE !£ MAN. 

(8) MALARIA, POTENTIALLY 2-10% PER MONTH OF UNPROTECTED PERSONNEL 
EXPOSED TO MOSQUITOES COULD DEVELOP SYMPTOMATIC INFECTION. MALARIA 
IS A DEBILITATING FEBRILE I LINE SS P F iCALLY REQUIRING 1-7 DAYS OF 
INPATIENT CARE. FOLLOWED BY RETURN TO DUTY, FALCIPARUM CASES MAY 
CAUSE FATALITIES OR REQUIRE INTENSIVE CARE/PROLONGED CONVALESCENCE. 
THE MAIN SUBTYPES OF MALARIA REPORTED IN THE KT ARE P. FALCIPARUM 
(51 -56%> AND P. ViVAX (44-48%). RISK IS YEAR-ROUND BUT ELEVATED 

RING TH - ETTER ! >NTHS. IN THE RAINFORESTS OF WESTERN 

THAILAND, AND ALONG I ML HA -;MA BORDER PEAK TRANSMi SON OCCL 3 
MAY-AUG, AND NOV-JAN. RISK IS PRIMARILY RURAL (FORESTED FOOTHILLS, 
JUNGLE AREAS}, THERE !S ELEVATED RISK NEAR THE SOUTHEASTERN 
{CAMBODIAN 1 m STERN IE . RMBSB). AND SOUTHERN (MALAYSIAN) BORDERS. 
URBAN CENTERS/TOURIST RESORTS OF BANGKOK, CHIANG MAI, SAMUL 
SONGHKLA, PATTAYA, AND PHUKET, ARE REPORTED RISK FREE. MALARIA SS 
CONSIDERED MODERATELY TO HIGHLY ENDEMIC IN BORDER AREAS. WITH 
HIGHEST INCIDENCE IN 1994 REPORTED (IN DESCENDING ORDER) FROM THE 
BORDER PROVINCES OF MAE HONG SON, TRAT, TAK. KANCHANABURI, RANONG, 
CHANTHABURi, YALA, RATCHABURI. PH RAF. AND PRACHUAP KHIRi KHANAND. 
REFER TO REF B THAILAND MALARIA LINKS FOR A DETAILED MAP SHOWING 
RISK AREAS. DISEASE USUALLY APPEARS 7-14 DAYS AFTER BEING BITTEN BY 
RURALLY ASSOCIATED EVENSNG/NIGHT-BITING ANOPHELES MOSQUITOES. IN 
2000 THERF WFRe " MARIA C 3ES REPORTED IN THE KT BY THE 

WHO. INCIDENCE HAS BEEN DROPPING WITH CASES OF P. FALCIPARUM 
DECLINING FROM 349,000 TO 50,512 BETWEEN 1S88 AND 1097, HOWEVER, 
BETWEEN OCTOBER 1997 AND JULY 1998, THE INCIDENCE OF MALARIA IN THE 
SOUTHERN PROVINCES OF KRABS, NAKHON SRI THAMMARAT, AND SURAT THAN I 
REPORTEDLY INCREASED SIGNIFICANTLY. A DECLINE IN MALARIA CONTROL 
PROGRAMS WAS REPORTEDLY THE CAUSE OF THE INCREASED INCIDENCE. 
FALCIPARUM STRAINS ARE REPORTED RESISTANT TO CHLOROQUINE {95%), 
HALOFANTRINE (35%), MEFLOQUINE (62%). QUININE (50%), FANSIDAR (80%) 
AND MANY OTHER DRUG COMBINATIONS. VIVAX STRAINS REMAIN SENSITIVE TO 
CHLOROQUINE. P. VIVAX RELAPSES HAVE BEEN REPORTED AFTER STANDARD 
PRIMAQUINE TREATMENT (9%). 

(C) JAPANESE ENCEPHALITIS VIRUS (JEV). POTENTIALLY AS HIGH AS 1% 
PER MONTH OF PERSONNEL EXPOSED TO MOSQUITOES COULD DEVELOP 
SYMPTOMATIC JEV INFECTION REQUIRING HOSPITALIZATION OVER 7 DAYS, 
OFTEN INCLUDING INTENSIVE CARE. THE CASE FATALITY RATE IS 5-10% OR 
HIGHER. NEUROLOGIC SEQUELAE MAY PRECLUDE RETURN TO DUTY. A NATIONAL 
JEV CHILDHOOD IMMUNIZATION PROGRAM WAS INITIATED IN THE KT IN 1990. 
RISK REMAINS HIGH FOR ALL NON-IMMUNIZED PERSONNEL. RISK IS 
YEAR-ROUND BUT' ELEVATED DURING THE WARMER VVETT ER MONT HS (MAY -OCT). 
WITH CASE TOTALS PEAKING IN JULY. RISK IS PRIMARILY RURAL AND 
INCLUDES CHIANG MAI AND BANGKOK SUBURBS. CDC ASSESSES AN INCREASED 
PRESENCE IN NORTH WITH ANNUAL OUTBREAKS IN CHIANG MAI. IT IS 
CONSIDERED SPORADICALLY ENDEMIC IN THE SOUTH. THE RISK IS ELEVATED 
N TA SIONS. ESPECi/ V RE ( ENS Mi ^ IT I — EE DIN 
AND PIG-REARING AREAS COEXIST. DISEASE TYPICALLY DEVELOPS 5-15 DAYS 
AFTER BEING BITTEN BY NIGHT BITING CULEX MOSQUITOES. THE PRINCIPLE 
RESERVOIR IS DOMESTIC PIGS AND MIGRATORY WATERFOWL. APPROXIMATELY 88 
PER f OR ML IUMA.N IN M 1ATIC. OUTBREA 

OCCUR ANNUALLY, WITH MOST CASES OCCURRING AMONG THOSE UNDER 15 YEARS 
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OLD. THE HIGHEST RISK OCCURS IN THE CHIANG MAS VALLEY. SPORADIC 
CASES ARE REPORTED IN BANGKOK. ALTHOUGH SOME TRAVEL GUIDES ADVISE 

EVW NA ION ONL\ FOR VIS I I JER THAN ONE MONTH, IN SHORTER 

RURAL VI rSVVITt * SIVE < TOOOR EXPOSURE, VACCINATION iS USUALLY 

f i F I A! - * - N t s t v \ >N FOR JEVIFIN 

ENDEMIC REGIONS WITH FIELD SCENARIOS. 

(D) FILARSASIS, A MOSQUITO BORNE DISEASE, THE KT IS IN A WHO 
F ILAR AS NE ELEP IAN7 » ARIASIS 

INFECTION, SYMPTOMS CAN TAKE FIVE YEARS TO DEVELOP THAILAND HAS 
MADE GOOD PROGRESS IN DECREASING THE FSLARIASSS RISK WITH RATES 
DROPPING BETWEEN 1992-1998 FROM 8.46 TO 1 .45 PER 100,000 POPULATION, 
PROBLEM REGIONS WITH W. BANCROFT! AND B. MALAY! REMAIN ON THE 
THAI-SURMA BORDER AND THAI -MALAYA BORDER, 

(2) VECTOR-BORNE DISEASES OF PC fENTSAi RISK THE VECTOR-BORNE 
I ' ■ ASES OF CHIKUNGUNYA FEVER (MOSQUITOES) AND EHRLICHIOSIS (TICKS) 
CAN OCCUR AT UNKNOWN LEVELS. SCRUB TYPHUS (MITE; CAE OCCUR AT UP TO 
1% OF PERSONNEL PER MONTH. SPORADIC OR INFREQUENT CASES OF MURINE 
TYPHUS (FLEA BORNE) CAN OCCUR. 

D. SEXUALLY TRANSMITTED DISEASES 

i SEXUAUCs RANSMI CLE DEC: EE F GRE I S RISK 

POVERTY AND OTHER FACTORS RESULTS IN A GREAT NUMBER OF COMMERCIAL 
SEX WORKERS (CSW) IN THE KT. CARRIER RATES FOR HEPATITIS B IN CSW 
ARE HIGH. IN ADDITION, SOUTHEAST ASIA IS EXPERIENCING AN EPIDEMIC 
OF HIV/AIDS IN CSWS. OTHER DISEASES THAT ARE COMMON IN CSWS 
INCLUDE GONORRHEA. CHLAMYDIA, CHANCROID, HERPES, LYMPHOGRANULOMA 
VENEREUM. SYPHILIS, AND VENEREAL WARTS . 

(A) HEPATITIS 8 VIRUS (HBV), POTENTIALLY AS HIGH AS 1% PER MONTH OF 
PERSONNEL HAVING UNPROTECTED SEXUAL CONTACT COULD BECOME INFECTED. 
A TYPICAL CASE INVOLVES 1 TO 3 WEEKS OF DEBILITATING SYMPTOMS. 
RETURN TO DUTY MAY REQUIRE A MONTH OR MORE. CHRONIC INFECTION WITH 
LIVER DAMAGE MAY OCCUR. DISEASE USUALLY APPEARS 80-90 DAYS AFTER 
EXPOSURE, HBV CARRIER RATES IN THE KT ARE ABOUT 13%. HBV 
ANTIBODIES INDICATING PAST EXPOSURE ARE REPORTED IN 65-90% OF THE 
GENERAL POPULATION. 

(2) SEXUALLY TRANSMITTED DISEASES OF POTENTIAL RISK. EXPECT 2-50% 
OF UNIT STRENGTH PER MONTH TO BE INFECTED WITH GONORRHEA AND 
CHLAMYDIA DEPENDING ON ABSTINENCE OR PROTECTED SEX RATES. ACCORDING 
TO THE MINISTRY OF PUBLIC HEALTH, THERE ARE CURRENTLY AN ESTIMATED 
ONE MILLION HIV-POSITIVE AND 500,000 AIDS PATIENTS IN THE KT. 
SPORADIC CASES OF HIV INFECTION ARE POSSIBLE. 

E. ANIMAL-CONTACT DISEASES. 

(1 ) ANIMAL-CONTACT DISEASES OF GREATEST RISK. 

(A) RABIES. INFREQUENT OR SPORADIC NUMBERS OF PERSONNEL BITTEN OR 
SCRATCHED BY POTENTIALLY INFECTED ANIMAL SPECIES COULD DEVELOP 
RABIES. RABIES IS A SERIOUS INFECTION WITH NEAR 100% FATALITY RATE 
IN THE ABSENCE OF POST-EXPOSURE PROPHYLAXIS. THE KT HAS ONE OF THE 
WORST RABIES PROBLEMS IN THE WORLD, RABIES-INFECTED DOGS AND CATS 
ARE EXTREMELY COMMON AS ARE MANY OTHER ANIMALS. WORLDWIDE, DOGS, 
CATS, AND BATS ARE PRINCIPAL SOURCES OF HUMAN EXPOSURE. SALIVA IN 
BI1 < A ION A I ' s > f 

KT HAS ONE C 1 > RE All NT USAGE RATES IN 

ASIA (324 TREATMENTS PER 100,000 POPULATION). ONE BANGKOK HOSPITAL 
REPORTEDLY TREATS 30-40 ANIMAL BITE CASES DAILY. HUMAN RABIES 
REPORTING INCLUDE . 191 3 370 Dl YTHS AND 63,939 POST-EXPOSURE 
EC >OMEf I DEATHS AND NEARLY 200.000 PO KPOoUl 

TREATMENTS. STRAY DOGS AND CATS ARE THE MAIN SOURCES OF HUMAN 



Attachment I 



EXPOSURE. REPORTEDLY UP TO 3 PERCENT OF THE STRAY DOGS IN BANGKOK 
AND OTHER CITIES ARE INFECTED, REPORT ALL ANIMAL BITES OR SCRATCHES 
TO MEDICAL SUPPORT, RABIES PRE-8STE VACCINATION tS USUALLY 
RECOMMENDED ONLY WHEN GREATER THAN 24 HOURS FROM TREATMENT AFTER 
BH'ES OR IN SPECIAL ANIMAL HANDLING OCCUPATIONS. 
(2} ANIMAL-CONTACT DISEASES OF POTENTIAL RISK. SPORADIC OR 
INFREQUENT CASES OF ANTHRAX AND Q FEVER ARE POSSIBLE. 
F. OTHER £ E \Si S OF POTENTIAL RISK. 

i'1 GAJ[ Hs RNED I >i C 10 U CAT UP TO 1% OF 

UNIT STRENGTH PER MONTH AFTER FRESH WATER CONTACT IN RIVERS AND 
STREAMS. SCHISTOSOMIASIS IS NOT KNOWN TO BE ENDEMIC IN THE KT. 
BECAUSE OF LEPTOSP RC I SW1MM WADING N FRESHWATER IS 
DISCOURAGED. 

(2) RESPIRATORY DISEASES. THE KT IS CONSIDERED A WHO HIGH 
TUBERCULOSIS (TBI BURDEN COUNTRY. WITH AN INCIDENCE OF 160/100.000 
THE KT WAS RANKED 16TH IN THE WORLD BY BURDEN. TB CAN BE A SERIOUS 
ACUTE OR CHRONIC DISEASE. THE MAIN SCREENING TOOL FOR EARLY 
INFECTION OR EXPOSURE TO TB IS THE PPD TEST. THERE IS A POSSIBILITY 
OF ELEVATED PPD RATI f ' NAL NAVN VND 

MARINE UNITS SHOULD ROU1 NEI RE £ VE AN ANNUAL PPD. THOSE 
TRANSFERRING TO A SHORE-BASED COMMAND WHO HAVEN'T HAD A PPD WITHIN 
ONE YEAR OF RETURN FROM DEPLOYMENT TO THE KT SHOULD HAVE PPD PRIOR 
TO DETACHMENT. 

{3} SOIL CONTACT DISEASES. HIGH RATES OF PREVALENCE ARE REPORTED IN 
THAILAND. IN 1996, PREVALENCE F POP I s INFECTED) WAS 

21.6% FOR HOOK WORM. 1 .9% FOR ASCARIASIS ROUNDWORM, AND 3.5% 
TRICHURIASIS WHIPWORM. DON'T WALK BAREFOOT, 

4. MEDICAL CAPABILITIES OVERVIEW. 
A. INTERNATIONAL S.O.3. (ISOSL 

{1} ISOS DESCRIPTION/ROLE QUALITY AND AVAILABILITY OF WESTERN 
STANDARD CARE IN THE KT VARIES BY LOCATION. DECIDING ON APPROPRIATE 
HN CARE CAN BE A DIFFICULT TASK. THE PACIFIC TRICARE CONTRACTOR 
COVERING HN MEDICAL UTILIZATION IN THE KT IS INTERNATIONAL S.O.S. 
(ISOS). THEY ARE RESPONSIBLE FOR COORDINATING CARE WITHIN THE KT IN 
A MANNER SIMILAR TO THE WAY TRICARE WOULD COORDINATE CARE WITHIN THE 
CIVILIAN COMMUNITY IN THE US. THEY CAN BE AN INVALUABLE RESOURCE IN 
PROVIDING DETAILED CAPABILITIES ON FACILITIES COVERED IN THIS 
SECTION AND ELSEWHERE WITHIN THE KT. PRESENT GUIDELINES ARE FOR 
TRULY EMERGENT CARE, ISOS WILL COVER REASONABLE AND APPROPRIATE 
CHARGES AT FACILITIES THE SENIOR MEDICAL OFFICER FEELS IS MOST 
APPROPRIATE FOR EMERGENCY CARE AND SITUATION. WHENEVER POSSIBLE, 
MEDICAL UNITS EFFECTING HN MEDICAL SUPPORT MUST HAVE THIS CARE 
COORDINATED WITH ISOS. LATITUDE FOR CHOICE OF FACILITY SHOULD BE 
GIVEN TO ISOS WITHIN FORCE PROTECTION AND OPERATIONAL GUIDELINES, 
FAILURE TO ALLOW THIS LATITUDE MAY RESULT IN ISOS NOT BEING 
RESPONSIBLE FOR COST OF MEDICAL CARE RENDERED. THE COST MAY BE (AND 
HAS IN THE PAS I ) I HE UNIT INVOLVED. DISSATISFACTION WITH 

ISOS SHOULD BE BROUGHT TO THE ATTENTION OF THE JTF/OPERATIONAL 
SURGEON ASAP. 

2) ISOS {THAILAf ACT IN ION IN THAILAND, THE ISOS 

COORDINATION IS EFFECTED BY THE JUSMAGTHAI TRICARE/SSOS COORDINATION 
OFFICER NURSE PRANEE < . JUSMAGTHAI IS LOCATED AT 7 DATHORN 

TA! ROAD BANC- !Q I NE 287-1036 EXT. 511. FAX 285-6228. 

>4-HOUR it: 396-0 )R 374-7C i 
DIRS CT CONTACT IS REQUIRED WITH ISOS AFTER MANDATORY FIRST CONTACT 
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WiTH THE JUSMAGTHAI TRICARE/ISOS OFFICER, THE ISOS FACILITY IN 
BANGKOK IS LOCATED AT 11F DIETHELM TOWER 8. 93/1 WIRELESS ROAD, 

AN. BANGKOK. THAILAND 1Q330, PHONE 68 
{0)2-256-714$. FAX X-7151. THE !SOS REGIONAL OFFICE POC IN 
SINGAP El f Ml 1 65)633 36 OS (6i 633 ' ! < 

8, CIVILIAN HEALTH CARE. THE MINISTRY OF PUBLIC HEALTH (MOPH) IS 
ONLY MARGINALLY EFFECTIVE LACKING COORDINATION AMONG GOVERNMENT 
DEPARTMENTS AND PUBLIC/PRIVATE SECTORS, QUALITY OF CARE IN PUBLIC 
HOSPITALS GENERALLY D 

FACILITIES OFFER CARE THAT MEETS US STANDARDS, SSOS CAN HELP 
IDENTIFY SUCH FACILITIES. THE HIGHEST LEVEL OF MEDICAL CARE 
{SIMILAR TO FULLY DEVELOPED COUNTRIES) IS FOUND IN BANGKOK, WHILE 
ADEQUATE IN OUTLYING REGIONS. DO NOT EXPECT US LEVELS OF CARE. 
C. MEDICAL PERSONNEL, THE TRAIN IN PHU I NURSES, 
PHARMACISTS, AND DENTISTS IS COMPARABLE TO THE US. THAI MEDICAL 
SCHOOLS ARE MODELED AFTER BRITISH MEDICAL SCHOOLS, AND GRADUATES 
OFTEN RECEIVE ADVANCED TRAINING IN EUROPE OR THE UNITED STATES. 
PRIVATE FACILITIES TEND TO HAVE HIGHER QUALITY PHYSICIANS AND MANY 
HAVE TRAINED AT US FACILITIES 

i N F FACILITIES- PROVINCIAL/DISTRICT HOSPITALS 
PROVIDE MOST PUBLIC SECTOR HEALTH CARE. WHILE PUBLIC HEALTH SERVICES 
ARE FREE, FACILITIES OFTEN ARE OVERCROWDED, UNDERSTAFFED, AND OFFER 
LIMITED SERVICES. PRIVATE FACILITIES ARE WELL STAFFED AND EQUIPPED. 

E. MEDICAL MATERIEL. ALTHOUGH DOMESTIC MEDICAL EQUIPMENT AND 
PHARMACEUTICAL INDUSTRIES ARE WELL ESTABLISHED, PRODUCT QUALITY DOES 
NOT MEET INTERNATIONAL STANDARDS. MOST HIGH QUALITY PHARMACEUTICALS 
AND HIGH TECHNOLOGY EQUIPMENT ARE IMPORTED FROM EUROPE, JAPAN, AND 
NORTH AMERICA. 

F. BLOOD SUPPLY, THE KT BLOOD SUPPLY IS NOT SAFE, SEE COBRA COLD 
ANNEX Q FOR GUIDANCE. 

G. THAI MILITARY HEALTH CARE. THE KT MILITARY ATTEMPTS TO PROVIDE 
HEALTH CARE SERVICES DOWN TO THE LOWEST INSTALLATION LEVEL, CIVILIAN 
HOSPITALS ALSO PROVIDE ROUTINE/EMERGENCY MEDICAL SUPPORT TO MILITARY 
PERSONNEL AND THEIR FAMILY MEMBERS. CIVILIAN HOSPITALS MAY BE THE 
ONLY SOURCE OF MEDICAL CARE FOR MILITARY UNITS IN OUTLYING 
PROVINCES. 

H. MILITARY MEDICAL PERSONNEL. MILITARY MEDICAL PERSONNEL PROBABLY 
ARE COMPARABLE TO THEIR CIVILIAN COUNTERPARTS. 

I. MILITARY MEDICAL TREATMENT FACILITIES (MTF'S). THE BEST MILITARY 
MEDICAL FACILITIES ARE THE TERTIARY CARE HOSPITALS IN BANGKOK, WHICH 
ARE COMPARABLE TO THEIR CIVILIAN/US COUNTERPARTS. 

J. DISASTER AND EMERGENCY RESPONSE CAPABILITIES. THE KT'S DISASTER 
RESPONSE CAPABILITIES DO NOT MEET US STANDARDS. 
K. MEDICAL TREATMENT/EVACUATION FACILITIES. IT IS NOT POSSIBLE IN 
THIS MESSAGE TO HIGHLIGHT THE CAPABILITIES OF EVERY KT MEDICAL 

<\Ci L'OIC PERS NEL ARE ADVI , REFER TO COBRA GOLD 2003 

APPENDIX 9 TO ANNEX Q HOST NATION MEDICAL SUPPORT FOR MORE DETAILED 
GUIDANCE, WHEN OPERATIONALLY APPROPRIATE . THE JUSMAGTHA! 
TRICARE/ISOS OFFICER CAN OFTEN PROVIDE DETAILED ANALYSIS AND ADVICE 
ON SUITABILIT Y OF KT HOSPITALS. THE FOLLOWING ARE SOME OF MANY RN 
HOSPITALS LISTS VITHOUT IMP! RE? ERENCE IN THE C08RA GOLD ANNEX 
Q, 

(1) BANGKOK SAMITIVEJ HOSPITAL. A PRIVATE 250 BED FACILITY 
FREQUENTLY UTILIZED B v f >ERSONN PS HIGH LEVEL AND 
QUALITY OF CARE. 

(2) SAMAE SAN QUEEN SIRKIT HOSPITAL. A 550 BED HOSPITAL, PHONE 
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66-38-245-777. 

(3} PHITSANULOK 3RD ROYAL THAI ARMY HOSPITAL A 150 BED FACILITY. 

F iA C I R ABOUND, AND ROUTINE X-RAYS. CALL I " 
EXT 3002, ASK FOR MEDICAL OFFICER, ALTERNATE NUMBER 055-251-123 
(MAY BE FAX NUMBER). 

(4) LOP BUR! RTAF HOSPITAL A 500 BED FACILITY. PHONE 
68-38-486-050-53. REPORTED TO HAVE FULL CAPABILITIES. 

KORAT (NAKORN RATCHASif fCHA \ I ll RAL HOSPITAL, 

A 400 BED HOSPITAL. PI \0 i 52 000-50. 

{6} UDORN-THAN! GENERAL HOSPITAL. AN 800 BED FACILITY. PHONE 
66-42-348-888. 

// 

// 
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